1
Therefore in patients after an acute cardiac event, in the current guidelines of the European Society of Cardiology, cardiac rehabilitation is assigned a class I recommendation. 2 However, despite the proven benefits and the guideline recommendations, cardiac rehabilitation continues to be significantly underutilized.
The underutilization of cardiac rehabilitation programmes in Europe
In Switzerland, for example, the authors of the article to which this editorial refers found from their Swiss AMIS Plus registry that of 100% eligible patients, only 34% received recommendation for cardiac rehabilitation while 38% did not. The remaining 28% were not admitted for cardiac rehabilitation because of other reasons. 3 Not only in Switzerland, but also in most other countries throughout Europe, the admission rate of patients after a cardiac event to a cardiac rehabilitation programme is below 50%. In the recently published EuroAspire IV survey, a cross-sectional study undertaken at 78 centres from 24 European countries, patients with coronary disease who had coronary artery bypass grafting (CABG), percutaneous coronary intervention (PCI) or an acute coronary syndrome were identified from hospital records. Only one-half (51%) of these patients were advised to participate in a cardiac rehabilitation programme. EuroAspire IV investigators conclude that a large majority of coronary patients do not achieve the guideline standards for secondary prevention. 4 What are the barriers of cardiac rehabilitation programme admission?
Reasons for low cardiac rehabilitation utilization rates are complex, with barriers at the system, physician and patient levels, and much effort has been expended to elucidate and overcome this problem. Data from 23,222 patients after acute coronary syndrome derived from the Swiss AMIS Plus registry demonstrate that patients referred for cardiac rehabilitation are younger, more obese and with more ST-segment elevation myocardial infarction (STEMI). In-hospital complications were strong predictors for cardiac rehabilitation recommendation. Other risk factors were less present in cardiac rehabilitation patients, 3 which was not anticipated. From the database of the American Heart Association's Get With the Guidelines Program, Brown et al. could derive that undergoing CABG and PCI were the factors most strongly associated with cardiac rehabilitation referral. Consistent with the Swiss AMIS Plus database, other factors independently associated with referral included younger age and STEMI. But most barriers are co-morbidities. 5 Nevertheless, derived from years of experience in daily clinical practice, the most important barrier to cardiac rehabilitation programme admission is the lack of physician awareness about proven cardiac prevention benefits. Therefore non-referral of eligible patients by their physicians acts often as the initial barrier in the path toward cardiac rehabilitation participation.
How to overcome this most important barrier?
Despite the complex reasons for non-admission, simply increasing the proportion of eligible patients referred to cardiac rehabilitation, as recommended by the previous published American Association of Cardiovascular and Pulmonary Rehabilitation/American College of Cardiology/American Heart Association performance measure, could substantially increase cardiac rehabilitation enrolment. 6 In any case, to participate in cardiac rehabilitation, a patient who is eligible must initially be referred by Outpatient Disease Management and Cardiac Rehabilitation Centre, Feldkirch, Austria a physician. There is more and more evidence that, in particular, physicians' awareness of the benefits of cardiac rehabilitation is crucial for referral to a cardiac rehabilitation programme. As detailed in a previous published American Heart Association Presidential Advisory, strength of physician recommendation to attend cardiac rehabilitation has been consistently shown to be a powerful predictor of subsequent programme attendance. 7 But how to convince referring physicians of cardiac rehabilitation benefits?
Physician's acceptance of cardiac rehabilitation depends on standards to be delivered and guaranteed during all day care in clinical practice. Across 12 European countries, EuroCaReD investigators noted a surprisingly wide spread in cardiac rehabilitation indications for admission and programme content and length. 8 This clearly demonstrates a lack of evidence-based guideline adherence. Such disagreement may be sometimes confusing for referring physicians and can restrict the willingness to cooperate with cardiac rehabilitation facilities.
Therefore, to paint a more homogeneous picture of cardiac rehabilitation measures across Europe, consensus should be found in future on programme content and duration, as well as on patient characteristics for each programme setting. This should be based on scientific evidence or specific medical needs, independent of the development of traditional forms of cardiac rehabilitation, influenced by local particularities. A continuous and interactive quality assurance process based on a regular and structured exchange of institutional and clinical data, including their continuous scientific evaluation and presentation, can offer convincing arguments for physicians to refer their patients to a cardiac rehabilitation programme.
A call for action to the 'heart team'
In the last decades reduction in case fatality rates of coronary and structural heart disease is an undisputed success of interventional cardiologists and heart surgeons. But for continuous mortality decrease in cardiovascular disease, concurrent comprehensive cardiac prevention is equally important. Despite the increasing body of professional guidelines on cardiovascular disease prevention, integration of prevention and rehabilitation strategies into daily clinical practice is still inadequate. Stronger tracking of treatments from operating rooms and intensive care units to cardiac rehabilitation centres is a potential area of action and could strengthen the implementation of cardiovascular prevention activities and further enhance the effectiveness of cardiovascular disease reduction. Therefore clear strategies are crucial for overcoming the lack of prevention implementation in clinical practice.
To facilitate this process of patient centric evidencebased care, multidisciplinary heart teams have become identified as cornerstones. The goal of the multidisciplinary heart team is to offer a balanced and complementary approach to patient care by joint and shared decision making among different medical care stakeholders such as cardiac surgeons, interventional cardiologists and, importantly, preventive cardiologists in cooperation with allied health professionals who are specialized to organize patient-tailored secondary prevention activities. Integrated care organized by interprofessional case managers ensures treatment quality and will also become one of the key tools to control costs. This approach should become the standard of cardiovascular care in the future.
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